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112. 

Mesh Inguinodynia After 
Inguinal Herniorrhaphy 



James R. Starling 



Complications after inguinal herniorrhaphy are relatively rare. 
Postherniorrhaphy chronic inguinodynia (neuralgia) occurs in 1 
to 2% of patients. 1 " 6 These patients report severe, debilitating pain 
and pose a difficult ongoing management problem. Treatment 
modalities have included local analgesics and steroid injections, 
various drugs, behavioral therapy, cryotherapy, alcohol or phenol 
injections, and neurectomy or neurolysis. Postherniorrhaphy pain 
syndromes are thought to be caused by injury to or entrapment 
of the ilioinguinal, iliohypogastric, genitofemoral, or lateral cuta- 
neous nerves. Onset is usually immediate, although delayed onset 
can occur, possibly due to scarring or neuroma formation. 

The use of prosthetic mesh is well accepted and is rapidly be- 
coming a standard approach to hernia repair. Lichtenstein has 
done much to popularize its use; using his "tension-free hernio- 
plasty," his clinic has reported a 0.2% recurrence rate. 7 - 8 Never- 
theless, patients still present with chronic inguinodynia, and steps 
to avoid this problem have been recommended. 1 - 5 

Mesh is used in laparoscopic herniorrhaphy with increasing fre- 
quency and good results in terms of recurrences. 9 - 10 Among the 
advantages of laparoscopic herniorrhaphy are less postoperative 
pain, earlier return to normal activities, and a novel approach to 
difficult recurrent or bilateral repairs. However, chronic inguinal 
pain is among the reported complications of this procedure. 11 " 14 
In addition, there have been some unusual neurological findings 
after laparoscopic hernia repairs involving inadvertent stapling 
of peripheral sensory nerves. 11 Entrapment of the lateral cutan- 
eous nerve of the thigh results in the syndrome known as meratea 
paresthetica. 



Reports 



Initial reports of inguinodynia date back to the 1940s, describing 
genitofemoral causalgia. 15 Hagen and co-workers reported that 
10.6% of patients who had open inguinal herniorrhaphy, espe- 
cially McVay's repair, complained of moderate or severe pain 2 
years after the operation. 6 These early reports predate the intro- 
duction of prosthetic mesh for hernia repair; now that use of mesh Treatment 
implants of all kinds is becoming commonplace, one would ex- 
pect a corresponding increase in the incidence of chronic in- 
guinodynia following these forms of inguinal hernia repairs. 

Robbins and Rutkow have the largest experience with mesh plug 
herniorrhaphy. Their experience with over 3000 patients indicates 



no correlation between pain or numbness and the preservation o|| 
sacrifice of the peripheral nerves. They have never operated oi§| 
any of their patients for chronic inguinodynia. They believe thap 
chronic postherniorrhaphy inguinodynia is due to the sequelae b§ 
suturing under tension rather than to frank nerve entrapment. 16 " 1 ^ 
A further development is the enthusiastic use of mesh in lapa- 
roscopic hernia repairs. Recently, reports of entrapment syndromesj 
began appearing in the literature; these have included, particularly^ 
in earlier reports, entrapment of the lateral cutaneous nerve of the ^ 
thigh (lateral femoral cutaneous nerve) and, more recently, injuries!! 
to the ilioinguinal and iliohypogastric nerves. 1 1 ~ 14 - 19 Injury to ttip$ 
femoral nerve has also been described. The incidence ofchroni# 
inguinal neuralgia has been reported to be 0.3 to 2.6% after lajl 
aroscopic herniorrhaphy, depending on the technique employeif 
Intraperitoneal onlay mesh (IPOM), 0.5 to 4.6%; transabdomiS' 
nal preperitoneal (TAPP), 1.2 to 2.2%; and total extraperitoneal? 
(TEP), 0 to 0.6%. "20 Seid and Amos reported nine such cases but 
others have given case reports only. 11 - 1 ^ Three patients in oi# 
own initial series and 13 additional patients developed chronic? 
pain after laparoscopic herniorrhaphy. The involvement of mesh? 
plugs as a possible cause of chronic inguinodynia has not been re J 
ported or denied. 16 

Nerves can become tightly incorporated into the interstices 6$| 
the mesh, making separation impossible (Fig. 112.1). Followiriflt 
incorporation by fibrotic material, mesh tends to contract, possi- ¥ 
bly causing kinking or entrapment of nerves (Fig. 112.2). Bocchif 
reported a 7.6% incidence of late postoperative pain after inguinalf 
herniorrhaphy, which he attributes to contact between frayil 
nerves and the polypropylene mesh. 20 ; ;f ^ 

Why some patients with mesh herniorrhaphy develop such dfl| 
bihtating pain remains an enigma. Although the cause may be ob#' 
vious, as when a surgical clip is placed around a nerve or whenft 
direct injury results in a traumatic neuroma, granuloma, or severe!^ 
perineural fibrosis (Fig. 112.3), there are times when nothing ab^t 
normal can be found. $m 



Most early surgical treatments of chronic inguinodynia were pert 
formed on patients without mesh repairs. 21 Many of these patieraf 
experienced pain relief following exploration and neurectomy. " 
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there are so few reports on treatment of pain after mesh herniif 
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